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the system), and health beliefs and health 
seeking behaviour.3

A more radical formulation of equity 
claims that a truly equitable NHS would 
produce similar health outcomes regardless 
of socioeconomic group “as nothing can be 
more fundamental than the right to live as 
long and as well as anyone else.”5

The goal of abolishing the gap between 
health outcomes in different social classes 
goes back at least to a statement in 1980 by 
David Ennals, minister for health.6 However, 
even narrowing that gap is proving hard. Is 
this even a reasonable aspiration, given that 
so many of the determinants of ill health lie 
outside what a health service can affect? The 
original 1944 white paper underlying the 
NHS Bill was clear about the new service’s 
responsibilities, and they did not include “all 
those environmental factors—good housing, 
sanitation, conditions in school and at work, 
diet and nutrition, economic security and so 
on—which create the conditions of health 
and prepare the ground for it.”1

Nevertheless, reducing health inequali-
ties is now one of the key delivery targets 
for the NHS and the Department of Health 
in England.7 And, as Rudolf Klein points 
out, two thirds of the indicators chosen to 
monitor progress fall outside the Depart-
ment of Health’s remit.8 Its goals of cutting 
by 10% the social class gap in health out-
comes (measured by infant mortality and life 
expectancy at birth) are unlikely to be met 
by the target date of 2010.9

Geography
Serious attempts to reduce the geographi-
cal inequalities of access arising from the 
un equal distribution of resources began with 
the Resource Allocation Working Party for-
mula in 1976. Allocation of money to today’s 
primary care trusts is similarly meant to 
reflect need. Yet how that money is spent 
still varies widely, and inequitably, around 
the country, as a recent snapshot shows:

Expenditure on cancer treatment per 
cancer patient varies fantastically between 
£17 028 (€21 400; $33 700) in Nottingham 
City Primary Care trust (PCT) to just £5182 
in Oxfordshire PCT and even more so per 
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Universality, equity, and quality of care
Sixty years on, the NHS is still struggling to ensure equal access to the best care. In the second 
article in his six part series, Tony Delamothe examines the difficulties

One of the objectives of the National Health 
Service set out in the 1940s was “To ensure 
that everybody in the country—irrespective 
of means, age, sex, or occupation—shall have 
equal opportunity to benefit from the best 
and most up to date medical and allied serv-
ices available.”1 How have these founding 
principles of universality, equity, and quality 
fared after 60 years?

Universality
Everyone who is “ordinarily resident” in the 
United Kingdom has the right to free pri-
mary and secondary care provided by the 
NHS. Until earlier this year, failed asylum 
seekers were deemed not to be ordinarily 
resident, but a judicial review has successfully 
challenged the lawfulness of Department of 
Health guidance on this point.2

Otherwise, this founding principle seems 
the least contested of all. From time to time 
it’s argued that certain categories of patients 
should be excluded from certain treatments—
usually based on disapproval of their lifestyles 
(smoking, obesity, etc)—but these are mostly 
half hearted attempts that don’t get very far.

Equity
Although the words “equity” and “equality” 
do not feature in documents from the early 
days of the NHS, there are enough pointers to 

conclude that the service was intended to pro-
vide equal access or actual treatment for those 
in equal need. The concept has been refined 
since then. An equitable health service is cur-
rently understood to mean “one where indi-
viduals’ access to and utilisation of the service 
depends on their health status alone.”3

Socioeconomic status
On the basis of an analysis of studies of 
NHS services, Anna Dixon and colleagues 
concluded that there is strong evidence that 
lower socioeconomic groups use services less 
in relation to need than higher groups. They 
cite many supporting studies in cardiac care, 
elective surgery, cancer care, and preven-
tive services.3 A typical example reports that 
socioeconomically deprived patients were 
less likely to be investigated and offered 
surgery once coronary heart disease had 
developed. In addition, these patients may 
have been further disadvantaged by having 
to wait longer for surgery because of being 
given lower priority.4

Disadvantage can be divided into prob-
lems with making first contact with the serv-
ice and problems experienced once contact 
has been made. Possible sources of disadvan-
tage include distance and transport, employ-
ment, and personal commitments, voice (the 
ability to express your needs and to “work” 
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Fig 1 | Male life expectancy at birth by local authority 2002-4, and number of general practitioners per 
100 000 weighted population by primary care trust11
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Fig 3 | Thrombolysis rates after acute myocardial 
infarction, England, 2000-712 
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premature death from heart disease, where 
spending ranges from £166 151 in Wakefield 
PCT to just £17 241 in Calderdale PCT. 
Postcode lotteries also preside over how 
long  people can expect to wait for treatment. 
As of October 2007, just 33% of elective 
( non-emergency) patients received treatment 
within 18 weeks in Hastings & Rother PCT, 
compared with 82% in Blackpool PCT.10

Areas where life expectancy is lowest 
( London, the Midlands, Yorkshire, North West, 
and North East) broadly match those that have 
fewer general practitioners per head (fig 1). 
And as the number of general practitioners 
has increased over the past two decades, so has 
the inequality in their distribution.11  

One of the most politically sensitive manifes-
tations of geographical inequality is “postcode 
prescribing”—variations in the availability of 
services or treatment by address. The setting 
up of the National Institute for Clinical Excel-
lence (NICE) in 1999 was meant to remedy 
this: its purpose was “to give a strong lead on 
clinical and cost effectiveness, drawing up new 
guidelines and ensuring they reach all parts of 
the health service.”

However, according to Sheila Leatherman 
and Kim Sutherland, “In the process of its 
annual health check of NHS trusts, the Health-
care Commission reports that one of the most 
common self-declarations of non-compliance is 
with respect to implementing NICE guidance. 
NICE can guide commissioning and clinical 
decisions but budgetary constraints at a local 
level mean that it is simply not possible to fund 
all NICE guidance, as well as maintain existing 
service.” They conclude that “this conundrum 
is yet to be resolved.”12

Age, sex, and ethnic group
Working class wives and elderly people of 
both sexes stood to benefit most from the 

arrival of the NHS. The evidence suggests 
that while women’s access to health care has 
improved, that of elderly people still has a 
long way to go.

Launched in 2001, the National Service 
Framework for Older People was “a frank 
acknowledgment that the NHS has been 
riddled with discrimination against older 
 people.”13 At the heart of the document 
were proposals to overhaul several key NHS 
 services, so that older people would receive the 
same treatment as those younger than 65 for 
conditions such as cancer and heart disease.

Abundant evidence of ageism existed by 
then. A survey by Help the Aged showed 
that:

Only 4% of older patients who died after • 
surgery had been admitted to a high 
dependency unit
Upper age limits existed for several • 
procedures, including heart bypass, 
kidney dialysis, and routine breast 
screening
Patients over 60 had to wait longer in • 
accident and emergency departments 
than patients under 40.14

More recently, John Young, who heads an 
academic unit of elderly care and rehabilita-
tion, lamented the endemic ageism of the 
NHS. Decades of health service underfund-
ing had provided an environment in which 
ageism flourished: “Whenever a clinical 
stone is turned over, ageism is revealed,” 
he wrote, citing studies in cancer services, 

coronary care units, prevention of vascular 
disease, mental health services, and the man-
agement of transient ischaemic attacks and 
minor strokes.15

By contrast, Lesley Doyal has hailed the 
removal of financial obstacles to women’s 
access to health care as one of the main 
achievements of the NHS.16 Women expe-

rience lower mortality than men from con-
ditions considered amenable to health care 
(fig 2). However, they haven’t achieved 
complete equality. She cites evidence that 
women are treated by some doctors as less 
valuable than men, leading to demeaning 

attitudes as well as the unequal allocation of 
clinical resources. Gender bias is also present 
in medical research, which often excludes 
women from recruitment into trials.

Julia Hippisley-Cox and colleagues 
have detailed the unequal care of women 
with ischaemic heart disease compared 
with men. Women with angina are less 
likely to be referred to a specialist or to 
have  revascularisation. In  secondary care, 
inequalities in investigation and use of 
drug treatment exist between the sexes. 
 Inequalities exist in primary care regarding 
drug treatment for the secondary prevention 
of  ischaemic heart disease.17

In an overview of the health of ethnic minor-
ities, Gill and colleagues reported that apart 
from under-registration of African-Caribbean 
men, ethnic minorities did not underuse either 
general practitioner or hospital  services.18 After 
adjusting for socioeconomic factors, ethnic 
minority respondents are equally likely to 
have been admitted to hospital, with a few 
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Fig 2 | Mortality from causes considered amenable 
to health care among men and women, England, 
1993-200612 

IA
N

 S
M

IT
H

/T
IM

E 
LI

FE
 P

IC
TU

RE
S/

G
ET

TY
 IM

AG
ES

What would Bevan think if he came back today?



ANALYSIS

exceptions, such as the over-representation 
of African-Caribbean people in mental health 
admissions. Healthcare Commission surveys 
have found that Pakistani, Indian, and Bangla-
deshi patients report poorer experiences as 
hospital patients than the white majority.19

Two issues require resolving before con-
fident conclusions can be drawn about 
 inequities experienced by ethnic minorities. 
Firstly, the patchy collection of ethnic data 
by the NHS needs to be improved, with the 
recording by general practitioners of ethnicity 
a key starting point.20 And secondly, ethnic 
differences in measures of process and out-
come need to be adjusted for the confound-
ing effects of socioeconomic disadvantage. 
The degree to which belonging to an ethnic 
minority group carries adverse consequences 
over and above those relating to socioeco-
nomic status has yet to be determined.

The most recent study published in the BMJ 
on inequities of access (April 2008) looked at 
coronary angiography for suspected stable 
angina patients.21 Despite decades of awareness 
of the existence of inequities, its pessimistic 
findings were: “At an early stage after presen-
tation with suspected angina, coronary angio-
graphy is underused in older people, women, 
south Asians, and people from deprived areas. 
Not receiving appropriate angiography was 
associated with a higher risk of coronary events 

has been attributed to delays in referral and 
treatment. By September 2007, however, 97% 
of patients with suspected cancer (100% with 
breast cancer) were treated within the govern-
ment’s two month target.

Numbers of staff and new facilities (capac-
ity) have gone up. Regarding safety, reports 
of meticillin resistant Staphylococcus aureus 
(MRSA) infection have been steadily falling 
since March 2004, and mentions of MRSA on 
death certificates look as if they are stabilising. 
Deaths from Clostridium difficile, however, are 
increasing sharply (fig 5).  Difficulties in moni-
toring the safety of health services continue.

Patient reported experience of care has 
not improved, and the gap in life expect-
ancy and infant mortality between the most 
deprived populations and England as a whole 
has widened (as discussed in the section on 
 socioeconomic status above).

The authors qualify these findings by 
observing that international data show 
trends—particularly in health outcomes and 
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in all groups.” So in some cases, it’s reasonable 
to conclude, these inequalities kill.

Quality: simply the best?
Aneurin Bevan, the NHS’s architect, wanted 
to roll out the same high standard of care—
the best—to everyone.1 According to NHS 
 historian, Charles Webster, Bevan aspired to 
the standards of the private wing of the vol-
untary hospital rather than those of the poor 
law infirmary. Bevan’s wasn’t merely a “good 
enough” service; he wanted to “place this 
country in the forefront of all countries of the 
world” in its medical services.1

Sixty years later, how good are the services 
provided by the NHS? Are they getting bet-
ter or worse? The lack of data makes it hard 
to answer these questions with any certainty, 
although the data drought is gradually lifting.

Before 1997, published information about 
the quality of care didn’t extend much beyond 
statistics on hospital mortality, renal transplan-
tations, and in vitro fertilisation.22 That began 
to change with the election of the Labour gov-
ernment in 1997 and its pledge to put “quality 
at the heart of the NHS.”

The best source of up to date summary 
assessments of the quality of NHS services 
are the reports of Sheila Leatherman and 
Kim Sutherland, commissioned by the Nuff-
ield Trust. Five years ago, they were favour-
ably disposed towards the NHS because of its 
“intention to provide equitable and universal 
healthcare to all UK residents”22; in their lat-
est evaluation they admitted to seeing “a very 
mixed picture of quality of care in the NHS.”12 
And this despite an enormous raft of quality 
initiatives (box).

Adopting the Department of Health’s defini-
tion of quality (“doing the right things, at the 
right time, for the right people, and doing them 
right—first time”), they analysed data on effec-
tiveness and appropriateness, access, capacity, 
safety, patient centredness, and equity.

On effectiveness and efficiency, Leatherman 
and Sutherland note greater efforts being made 
to achieve evidence based standards of care 
for several conditions—for example, thrombo-
lysis (fig 3); mortality due to the major disease 
groups has dropped, though there are continu-
ing deficiencies in a range of clinical areas.

Access here is defined as “the ability to 
obtain effective health care services in a timely 
fashion, when medically needed,” with wait-
ing lists the unambiguous marker of prob-
lems with access. Waiting times for hospital 
admission, outpatient, and cancer care have 
fallen significantly but problems exist in some 
specialties and for some investigations (fig 4). 
Access matters: part of the UK’s relatively poor 
international performance in cancer mortality 
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Complex interventions or complex systems? 
Implications for health economic evaluation
Although guidelines exist for evaluating complex interventions, they may be of little help in dealing 
with the multiple effects of interventions in complex systems such as hospitals. Alan Shiell, 
Penelope Hawe, and Lisa Gold explain why it is important to distinguish the two types of complexity

Health researchers commonly use the notion 
of complexity to indicate the problems faced in 
evaluating the effectiveness of many non-drug 
interventions.1-3 However, although it is rarely 
delineated, complexity has two meanings. In 
the first it is a property of the intervention, and 
in the second it is a property of the system in 
which the intervention is implemented. We 
examine the implications of these two views 
for economic evaluation.

What do we mean by complex?
The first view of complexity, in effect, means 
complicated. This is the meaning used in the 
Medical Research Council’s framework for the 
evaluation of complex interventions.4 5 A com-
plex intervention is “built up from a number 
of components, which may act both independ-
ently and inter-dependently.”4 This makes it 
hard to define the “active ingredients” and to 
be sure which component or combinations of 
components is more important. 

The second view makes reference to the 

insights offered by complexity science.6-9 
Complexity is a property of a system not an 
intervention. A complex system is one that is 
adaptive to changes in its local environment, 
is composed of other complex systems (for 
example, the human body), and behaves in a 
non-linear fashion (change in outcome is not 
proportional to change in input).

Complex systems include primary care, 
hospitals, and schools. Interventions in these 
settings may be simple or complicated, but 
the complex systems approach makes us con-
sider the wider ramifications of intervening 
and to be aware of the interaction that occurs 
between components of the intervention as 
well as between the intervention and the con-
text in which it is implemented. This includes 
the operations, structures, and relations that 
exist in each setting10 11 and the implications 
that contextual effects have for designing and 
evaluating interventions.12 13

The distinction between the two approaches 
(complex interventions versus complex sys-

tems) is easily blurred because they share 
common features—for example, non-stand-
ardisation, multiplicity, interactions.  Analysts 
working with complex interventions, for 
example, also recognise the importance of 
context.14 Furthermore, complicated inter-
ventions can take on the characteristics of 
complex systems, since it is impossible to 
separate the intervention from the human 
agency required for its delivery.15 However, 
it is important to recognise the differences 
between the two approaches and to identify 
when each one is being applied correctly 
when thinking about economic evaluation.

Implications for economic evaluation 
The main challenge in evaluating complex 
interventions arises because the active ele-
ments of the intervention are subject to more 
variation than in typical drug trials.  Campbell 
and colleagues,5 citing the operation of a 
stroke unit, point to variation among units in 
staff characteristics, clinical practices, manage-

death rates—that are strikingly similar to those 
seen in England. And time series show few, if 
any, dramatic changes in trends as a result of 
reforms or investment. So what has the mas-
sive investment in quality initiatives bought? 
Was it worth it? And are there any new levers 
available to pull?

Bevan’s verdict?
How would Bevan rate this performance 
against his founding principles? On univer-
sality, he would certainly be content. But on 
equity and quality he would be far from happy. 
For age, sex, socioeconomic group, and geog-
raphy it’s easy to uncover glaring inequities of 
access and use. Rather than providing services 
of world beating quality, there’s enough com-
parative data from similar countries to judge 
the NHS’s outcomes of care as distinctly aver-
age (or worse).12 It’s as if most of Bevan’s suc-
cessors had simply forgotten that equity and 
quality were founding principles of the NHS. 
Next week, I will be considering whether the 

founding principle of comprehensiveness has 
fared any better.
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